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February 13, 2002

Our Reference: SPA-AR-02-01

Mr. Ray Hanley, Director

Division of Medical Services — Slot 1103

Arkansas Department of Human Services

Post Office Box 1437

Little Rock, Arkansas 72203-1437

Dear Mr. Hanley:

We have enclosed a copy of HCFA-179, Transmittal Number 02-01, dated January 8, 2002. This
amendment adds specific income eligibility limits for AFDC-Related groups other than poverty level
pregnant women and infants that were inadvertently omitted from approved Arkansas SPA 01-21.

We have approved the amendment for incorporation into the official Arkansas State Plan effective
January 1, 2002. If you have any questions, please call Bill Brooks at (214) 767-4461.

Sincerely,

Calvin G. Cline
Msociate Regional Administrator

Division of Medicaid and State Operations
Enclosure

ce: Elliott Weisman, CMSO

C7S,

CENTERS for MEDICARE & MEDICAN) SERVICES




Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT 1 TO ATTACHMENT 2.6-A

: AUGUST 1991 Page 1
Revised: January 1, 2002 OMB No.: 0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: ARKANSAS

INCOME ELIGIBILITY LEVELS
A. MANDATORY CATEGORICALLY NEEDY

1. AFDC-Related Groups Other Than Poverty Level Pregnant Women and Infants:

Maximum Payment

Family Size eed Standard a ht Standard Amount
1 l: ZB%.UU 5“ %i.ﬂﬁ' - $_8'F'€0.

) 2 560.00 162.00 162.00
3 705.00 204.00 204.00
4 850.00 247.00 247.00
5 985.00 286.00 286.00
6 1,140.00 331.00 331.00
7 1,285.00 373.00 373.00
8 1,430.00 415.00 415.00
9 1,575.00 457.00 457.00

2. Pregnant Women and Infants under Section 1902(a)(10)(1i)(IV) of the Act:
BAXXAINAXKYXXXXXXXXEXY, based on the following percent of the official

Federal income poverty level--

[]7 133 percent® [:7 percent (no more than 185 percent)
(specify)

Family Size Income Level
1 3
2

3

$
$
4 $
— $

* See Supplement 8a to Attachment 2.6-A, Page 2
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